Introduction
Cardiopulmonary resuscitation (CPR) is the Australiawide default response to an inpatient cardiac arrest, regardless of a patient's age or comorbidities. In an older or terminally unwell patient, aggressive life-saving interventions like CPR or admission to intensive care can be futile, unwanted and costly [1] [2] [3] [4] . Such interventions remain commonplace however: in addition to consideration for CPR, one-third of patients receive other nonbeneficial interventions in their final six months of life, including surgery, transfusions and intensive care unit (ICU) admission [1, 5, 6] . Despite most patients and their families wanting to discuss resuscitation [7] , such discussions are often overlooked by the treating physician. Not For Cardiopulmonary Resuscitation (Not For CPR) orders and clinical care plans can prevent unwanted or inappropriate life-prolonging treatment, and clear documentation of orders supports optimal patient care.
Prior to 2014, there was no policy, nor guidelines, for resuscitation discussions and documentation in South Australia. In 2011, an exploratory study conducted by Brown and colleagues at a major teaching hospital in South Australia showed that, within 48 hours of admission, resuscitation status was discussed and documented in only one-third of general medical patients aged over 70 years [8] . The low rate of recorded discussion placed patients at risk of inappropriate and undesired intervention at the time of any subsequent clinical deterioration [8] . Even in the 34 cases where documentation had occurred, the quality and location of the documentation were inconsistent, included ambiguous language and left doubt about who was involved in the discussion. On 1 July 2014, the Resuscitation Plan 7-Step Pathway (the Pathway) and the associated Resuscitation Planning Policy Framework and Toolkit were released in South Australia (SA), as part of the implementation of the Advance Care Directives Act 2013 (SA) and the amended Consent to Medical Treatment and Palliative Care Act 1995. The policy requires SA Health employees to 'provide a standardised, patient-centred, best practice approach to planning for resuscitation and other care for an adult patient who is at end-of-life' [9(p1)], while the Pathway is the recommended seven-step process for creating an endof-life care plan. The confirmed treatment plan is then recorded on the Resuscitation Alert: 7-Step Pathway form (the Alert Form) [10] . The stated aims of the underpinning policy were to resolve inconsistencies in documentation, support appropriate care based on the patient's wishes and reduce the number of Code Blue/Medical Emergency Response (MER) calls [11] .
The process outlined in the Pathway recommends that, in response to any of the five specified clinical triggers [10] , the treating team consider creating an end-of-life clinical care plan in consultation with the patient or, where a patient is deemed not to have decision-making capacity, with the most appropriate substitute decision-maker (SDM), and/or according to the patient's wishes, if these are documented on an advance care directive. This emphasis on respecting the patient's wishes is in accordance with the principles of the Advance Care Directives Act, which states that a decision made by a person on behalf of another must, as far as is reasonably practicable, reflect the decision that the person would have made in the circumstances.
In line with a global trend towards a holistic and transparent approach to resuscitation orders, the Pathway encourages recommendations or refusals of treatment, in accordance with the patient's wishes and medical opinion, not just a discussion regarding CPR. The Pathway emphasises the importance of communication with the patient or SDM (and/or documented wishes) while supporting the notion that a Not For CPR decision and withdrawal of other life-prolonging care are distinct concepts [12] . The Pathway provides the opportunity for any treatment plan to be valid indefinitely until revoked, or for the current admission only.
The hard copy Alert Form is completed by the treating doctor. It has a tickbox to identify that a patient is Not for Any Life-Prolonging Treatment or, alternatively, a selection of tickboxes where limits of care, including Not for CPR, intubation, ICU or MER calls, can be selected. This is followed by a free text section where appropriate treatment options are detailed. An Alert Form indicates that a patient has limitations on their care and, as such, there is no 'For CPR' option. The Alert Form replaces previous ad hoc measures of recording Not For CPR in clinical case notes, though the doctor should still record important discussion themes in the notes [11] . The Alert Form can remain active for a single admission, or indefinitely until revoked, so that previously completed Alert Forms carry forward to future admissions. Any new Alert Form, whether completed in consultation with the patient or SDM, overrides and revokes preceding Alert Forms, although this has not yet been tested in law.
The Pathway and Alert Form were introduced at one major teaching hospital in 2014 as the primary means of planning and documenting resuscitation decisions. The Pathway is subsequently being introduced in all South Australian public hospitals, while a community version is available for general practice use.
Aim
The aim of this study was to assess the current practice in the documentation of resuscitation decisions for older patients and explore the changes in frequency and clarity of documentation since Brown et al.'s 2011 study [8] . This included assessing the significance of the changes initiated by the Pathway and Alert Form.
Methods
The 2017 study design was based on the 2011 study of 99 patients for comparative purposes. The study was conducted at the same major teaching hospital. Between March and May 2017, a convenience sample of case notes and Alert Forms from 130 general medicine patients aged 70 years and over was audited at 48 hours after admission. Demographic data collected included age, sex, comorbidities, nationality and place of residence. Other collated data included who was involved in the resuscitation discussion, documented limitations of care, any pre-existing advance care plans (ACP) and assessment of patient capacity. A patient was assumed to have decision-making capacity where: (i) an Alert Form documented capacity; (ii) discussion about resuscitation had occurred between the treating doctor and patient without involvement of an SDM; or (iii) case note documentation of history and interaction suggested a patient retained decision-making capacity, despite no order being completed. Where required for comparative purposes, the raw data from the 2011 audit were reviewed.
Data were de-identified and coded, with photocopies of relevant documentation transcribed to allow qualitative analysis of terminology. Categorical values were analysed with a Pearson chi-square test, and a P-value less than 0.05 was considered to indicate statistical significance. Ethics approval was obtained from the hospital's Ethics and Governance Committee (HREC/17/RAH/128).
Results
In this section, data concerning completion of resuscitation orders will be presented, followed by information on the resuscitation decisions. Finally, a section is included comparing resuscitation documentation in 2011 and 2017 (Table 1) .
Resuscitation order completion
In 2017, 82 out of 130 patients (63%) had a resuscitation order by 48 hours after admission. Of these 82 orders, 45 cases were discussed with the patient (55%) and 30 cases were discussed with an SDM only (37%). In the remaining seven cases where there was no documented discussion (9%), three were completed based on an ACP, two were completed 'in line with Good Medical Practice' [13] , and two had no documentation about the decisions or discussion behind the documentation.
In total, 16 patients had an unrevoked Alert Form from a previous admission. In eight cases, no new order was created, and the old order was automatically carried forward. In the remaining eight cases, a new Alert Form was also created, while the old order remained unrevoked, resulting in two (or more) unrevoked Alert Forms. Limitations of care were generally consistent between older and newer Alert Forms. In one case, two older Alert Forms both documented a patient's desire to be Not For CPR, while the newest order was discussed with a daughter (due to patient delirium), and requested CPR at the time of arrest.
Alert Form completion was deficient in two-thirds of cases. The most overlooked clinical sections were a tickbox confirming assessment of capacity, and the tickbox identifying the legal relationship between the patient and the SDM. The tickbox section regarding limitations of care was completed in all cases, with the free text section completed in 93% of cases.
Resuscitation decisions
With regard to resuscitation decisions, 48 out of 130 patients (37%) were for CPR by default, due to no documented order. A further 11 patients were documented for CPR following discussion (8%). This decision was recorded in the Alert Form free text section in six cases, and in the case notes only in five cases. Seventy one patients were Not For CPR; this represents 55% of the total patient cohort and 87% of the cohort where documentation existed. Not for CPR was consistently recorded on the Alert Form, though in one case the order was not transcribed from case notes until 72 hours postadmission. In the 71 patients with a Not For CPR order, recommended treatment goals that extended beyond Not For CPR were documented on the Alert Form in all cases.
The option of 'Not for Life Prolonging Treatment' was ticked for 10 patients, of which only one patient was for a purely palliative approach. In the remaining nine patients, documented care plans implied the continued use of life-prolonging interventions including intravenous antibiotics, MER calls (eight cases) and 'consideration of ICU' (one case).
Comparisons between 2011 and 2017
The characteristics of the older general medical populations sampled in 2011 and 2017 are summarised in Table 2 . In comparison with 2011, the proportion of patients in 2017 with a documented order significantly increased from 34 to 63% (P ≤ 0.0001). The proportion of patients with a Not For CPR order increased from 31 to 55% (P = 0.0007). Where an active order was present, there was an increased rate of documented discussion with a patient or SDM, from 26 out of 34 (77%) cases in 2011 to 75 out of 82 (91%) cases in 2017 (P = 0.03). There was no statistically significant difference between 2011 and 2017 data in the number of patients or SDMs who chose CPR following discussion (P = 0.5).
In 2011, three (3%) patients had an ACP in the case notes, compared to 11 patients (9%) in 2017 (P = 0.09). In 2017, the ACPs consisted of four advance care directives (a valid legal form), three palliative care plans, one nursing home special wishes, one advance health-care directive, one anticipatory directive (the previous valid legal form) and one statement of choices. A further three patients had documentation appointing a Medical Power of Attorney or Guardian. There was no conflict between the ACPs reviewed and the documented Not For CPR orders.
In terms of documentation clarity, all Alert Forms were completed by an identifiable resident or registrar and were legible, whereas in the 2011 dataset seven out of the 34 orders were deemed difficult to read. (9) †Alert Forms from previous admissions where a new order was not created in the current admission, and the old order was indefinite and therefore remained active. As discussed below, a further eight patients had old orders superseded by new orders. CPR, cardiopulmonary resuscitation; SDM, substitute decision-maker, guardian or person responsible. (Table 3) .
Discussion
In the older general medical population, the introduction of a standardised form and process regarding resuscitation and end-of-life care was associated with a markedly increased rate of resuscitation orders, an increased rate of patients identified as Not For CPR, and an increased rate of documented discussion with the patient or SDM. These improvements are evident three years after the initial roll-out of the Pathway and Alert Form. Just over half of all orders were completed following direct discussion with a patient, with a further 36% following discussion with an SDM. As detailed in the consultation step of the Pathway [10] , orders are now also being completed in line with good medical practice or an ACP, though this was not a legally valid advance care directive in all cases. The rate of ACPs remains disappointingly low, especially given the ageing demographic and considerable community-based efforts to promote ACPs [14] . Nine patients over the age of 90 did not have any documentation.
The goal of reducing documentation inconsistency has been partially met. The Alert Form's opt-out tickboxes for the treatment options of CPR, intubation and ICU means these limitations of care are uniformly documented, more easily identified at the bedside, and more readily communicated between doctors. The phrase 'Not for Life Prolonging Treatment' is variably used however, while the lack of a tickbox to denote a patient is For CPR means this information is still recorded on an ad hoc basis. Similar to 2011, other terminology used in the free text section and case notes remains open to broad, variable interpretation.
The current hard copy Alert Form could be improved, and the ongoing education is integral to changing practice. The frequency of incomplete forms is high, potentially a consequence of the folded A3 chart design, which means an entire page can be overlooked. The finding of multiple unrevoked orders is also of concern, especially given that examples of conflicting orders were found. There is, however, improved legibility and clearer identification of the doctor involved in discussions. The transition to electronic health records across South Australian public hospitals may resolve these issues; for example, the current electronic version of the Alert Form cannot be submitted without the involved doctor completing all sections and acknowledging prior electronic Alert Forms.
There are several limitations to this study. The total number of cases reviewed was small, so statistical significance was not reached for the noted improvement in the number of ACPs. The inclusion of only general medical patients at a single centre means results cannot necessarily be extrapolated to other hospital departments or other hospitals.
Comparisons with 2011 data were most robust when objective criteria like Not For CPR status were compared; assessment of capacity was likely to have been affected by inter-researcher bias. Finally, the retrospective nature of the study means the finding of increased Not For CPR orders may be confounded by factors coincident with the introduction of the Pathway. In particular, the MER call rate in this hospital increased by 82% following the statewide implementation of the Rapid Response to Deterioration Chart, a revised vital signs record [15] . The impact of the increased MER/Code Blue frequency on doctors' attitudes towards Not For CPR orders is unknown.
As Australia moves through an era marked by technological advances, an ageing population and escalating healthcare costs, it is vital that decisions regarding resuscitation and associated clinical care plans are made in a considered C h a n g e s i n r e s u s c i t a t i o n d o c u m e n t a t i o n and transparent manner. Balancing the ethics of patient's self-determination, the sanctity of life and non-beneficence are central to this process. Pre-emptive discussions regarding resuscitation and preferred goals of care become integral to this goal, in order to prevent the automatic delivery or inappropriate withholding of treatment at a time of unexpected clinical deterioration.
Until 2014, South Australia did not have an established, well-promulgated policy regarding an approach to resuscitation discussions and decisions, nor a universally accepted method of recording the outcome. The policy and legal changes that underpin the Resuscitation Plan 7-Step Pathway have made important headway towards addressing these deficiencies, with the Alert Form being successfully integrated into general medicine clinical practice at the hospital in this study.
Conclusion
Our study shows that the introduction of a standardised method and associated standardised form has been associated with a 78% increase in the number of older general medical patients who have a documented resuscitation order by 48 hours after admission, with a concurrent 77% increase in the number of patients with a Not For CPR order. When compared to previous informal documentation, the Alert Form is legible, improves rates of documented discussion with the patient or SDM, and resolves inconsistencies regarding a patient's suitability for intubation, ICU and MER calls. With the South Australian public health system now transitioning to electronic health records, ongoing efforts to educate clinicians and finesse the form design are required. The Resuscitation Plan 7-Step Pathway and Alert Form have improved the frequency and clarity of documentation, though there is scope for improvement as this policy is embraced across the state. The South Australian model could be considered by policymakers in other states to improve the dignity and quality of care for older patients.
